children with chronic seizure disorders, and computed tomograms identified structural abnormalities in 30%, almost half having generalised or focal atrophy. Two per cent showed possible evidence of unsuspected cerebral tumours. In the study of Yang et al, 256 computed tomograms were performed to aid the evaluation of children with seizure disorders. There were abnormalities in 33% that were found mainly among those with partial seizures and generalised seizures of known aetiology, but also in those with neonatal seizures and in those with abnormal neurological findings and focal slowing shown on electroencephalography. Five patients were found to have cerebral tumours, one a porencephalic cyst, and one extraventricular communicating hydrocephalus. The use of computed tomography among children with non-specific mental retardation also seems to be unhelpful,3 but when the mental retardation is associated with infantile spasms the scan is often abnormal, showing evidence of tuberous sclerosis or agenesis of the corpus callosum.4
Therefore it seems unlikely that a selected group of children such as those attending a special residential school will show more abnormalities than those seen in hospital outpatient clinics. Also the use of routine computed tomography in the investigation of children with epilepsy seems unjustified, although it will be indicated if there are symptoms and signs suggestive of a focal lesion. Twenty two children who showed thickening of the skull vault, and often proliferation of the intracranial sinuses, and 25 children with evidence of cerebral atrophy were assessed for correlations with the antiepileptic drugs that had been given and with the possible timing of the damage to the brain. Phenytoin and carbamazepine had been given to an equal number in both groups, which did not support the role of these drugs in causing thickening of the skull bones. The onset of seizures was more frequent during the first year in the first group, which may suggest an impairment of cerebral development at an early stage, which is also indicated by the thickening of the bones. 
A 10 year old boy presented to the surgery of his general practitioner with a two day history of a painful left ankle after a boy had stamped on it. This had been treated initially by the school nurse. In addition he had a swollen painful right ankle which had developed on the day of presentation after a cross country run. Radiological investigation showed no bony injury.
When he was reviewed the next day the bruising to the ankles had developed into a purpuric rash which later spread to his legs and buttocks. HSP was diagnosed and he was admitted to hospital.
Chance association between trauma and HSP is always a possibility but on discussing these cases it emerged that the general practitioner (RC) had encountered two families with a high incidence of HSP sometimes related to trauma. One family had two brothers with HSP, one of whom had developed his HSP after a territorial army exercise in Germany. secondary to trauma. 
Henoch-Schönlein purpura

